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British came to "know" India and to appropriate its culture for the purposes of command.5
Embracing military, commercial and ethnographic concems, medical topography was one of the largest scientific enterprises in British India during the first half of the nineteenth century. It therefore provides an ideal case study in which to test some of the claims made about colonial science and the "Orientalist" project more generally-a project which has been characterized as essentially exploitative and hegemonic. "Orientalist" knowledge, according to Said, is hegemonic in two senses: in asserting "European superiority over Oriental backwardness", and in the Gramscian sense of providing an ideological justification for the metropolitan (as well as the colonial) order.6 The oppositional pairing of East and West leads, according to Said, to an objectification of the Orient as fundamentally irrational, sensual and despotic; and to the West as dynamic, rational,'and industrious.7 In this chapter I will argue that the picture of Western knowledge that emerges from this critique of Orientalism is greatly oversimplified. Like many older depictions of "colonial science",8 it has given insufficient weight to the variety of intellectual currents emanating from the European metropole and to the dynamic (and sometimes oppositional) culture of Europeans overseas. It also ignores important changes in European perceptions of the "Orient" over time; and, ironically, in this regard, is reminiscent of the static view of the East which Said ascribes to Europeans. The notion of hegemony, too, is problematic. Said and others are undoubtedly correct to state that the relationship of Europeans to the "Orient" was always one of relative superiority, but the concept of hegemony is insufficiently flexible to allow for cultural interaction and the often profound reconfiguration of European ideas which occurred as a result of encounters with its "Other". Colonial knowledge was constructed dialogically as well as dialectically, and Indians were far from passive objects of imperial power.9
'With the exception of David Arnold's study, cited above, the most relevant work is Bernard S Cohn, Representations of India in British Medical Topography, 1820-c.1870 Scientific ways of thinking, and the technologies which flowed from them, were, as Said and others have claimed, among the more significant markers of difference between European and Oriental civilizations.10 But we should note that confident expressions of European superiority often masked a sense of insecurity: a duality which has so far received very little attention in critiques of Orientalism. Medical topography, while affirming European dominance in medicine, agriculture and trade, was one of the clearest illustrations of the vulnerability of the British in India. Indeed, the division of India into medico-geographic zones was a consequence of an imperial crisis: the First Burma War of 1824-6 and the simultaneous mutiny of the Bengal Army at Barrackpore. The importance of these incidents in bringing about a shift from "caste"-based to "racial" classification has already been documented in respect of the armed forces," but they had an equally important effect upon medicine, and its rendering of differences between Indians and Europeans. The decimation of the British and Indian force by disease during the so-called Arakan Expedition established the limits of British power on the subcontinent and led to urgent requests for the identification of healthy and unhealthy zones. From this sprang a more ambitious project which established complex linkages between health, environment and culture; a topography which was not so much medical as moral, political and aesthetic.
This study of medical topography also calls into question Said's claim that "Western" knowledge of the "Orient" was rigidly dichotomized, a claim echoed by David Arnold in his recent study of colonial medicine in India-Colonizing the Body. Indians, according to Arnold, were subjected to the "assertive universalising of Western materialism and science"'2 which portrayed India and its inhabitants as pathogenic and degenerate. But Western medical representations of India were far more complex than this description of colonial medicine suggests. Although Europeans visiting the subcontinent were greatly impressed and, sometimes, overwhelmed by the extent of India's "difference", these differences were often thought to be of degree rather than of kind. Images of Britain and India were sufficiently nuanced to permit analogies between the two. As the work of Tom Nairn and Linda Colley demonstrates, ethnographic classifications in British India were comparable to, and Constructing South Asia, 1795-1895, Berkeley, California University Press, 1994. The "ambivalence" in relationships between colonizers and colonized is also considered in Homi K Bhaba, 'Signs Taken an important landmark in the consolidation of British rule.23 But this was no clear and resounding victory: Company troops, who had initially been sent out to hold British protectorates in the north-east of India, and to perform a display of arms at Rangoon, became embroiled in a bloody war of two years' duration against the newly-established and equally expansionist kingdom of Burma.24 It has been argued that the war and the mutiny which occurred at Barrackpore in 1824 heightened doubts about the loyalty of Bengali troops, hastening the transformation of an army modelled on lines of caste to one based primarily on race. It was increasingly thought that the poor performance of the Bengal Army-which might well have been attributed to deteriorating conditions and the failure of supplies-was due to the inherent inferiority of "native" troops. Lord William Bentinck, who was shortly to become Governor-General of India, was not untypical in thinking that there was a "want of physical strength and of moral energy in the sepoy [Indian soldier]".25
While the war cannot, in itself, explain the "racial turn" in Anglo-Indian culture, it was undeniably an important factor and provided valuable ammunition to those inclined to think of Indians as divided on lines of race. Belief in fundamental physical differences between Europeans and Indians, and among "Asiatics" themselves, also stemmed from the growing-though by no means universal-conviction that each "race"5 was uniquely fitted to a particular environment. This was not a new idea, having been very much to the fore in the debate between monogenists and polygenists over the abolition of the slave trade; between those who believed Man was descended Representations of India in British Medical Topography, 1820-c.1870 from several sources or from a single progenitor.26 References to the uniqueness of different Indian "races" occur infrequently before the Bunna War but afterwards became more common as a result of the high mortality and morbidity suffered in Burma by both British and Indian troops. The belief grew that the climate of the densely-forested hill tracts of Burma and north-eastern India were inimical to all but their aboriginal inhabitants. Climatic determinism did not, then, diminish at the end of the eighteenth century,27 but flourished amidst the insecurity and recrimination that followed the conflict in Burma. Indeed, the war was probably the most important stimulus to the topographical enterprise which came to dominate Anglo-Indian medicine in the years ahead. It was an exercise in which climate was commonly identified as the most important determinant, not only of health, but of commercial and agricultural prosperity, as well as moral and physical characteristics. The fundamental importance of the Burma War in the growth of medical topography in British India is illustrated by A MacDougall's medical topography of Chittagong, a paper which appeared in the first volume of the Transactions of the Calcutta Medical and Physical Society in 1825.28 MacDougall attributed the very high levels of sickness among Indian troops stationed there to "the influence of climate on men debilitated by previous residence in the district, and from the want of the usual and natural food of the sepoys, Otlah
[sic], for which they substitute rice, often not of the highest quality".29 There was nothing new in this formulation of the relationship between climate, diet, and health, but the detailed attention given to the environs of Chittagong, and the fact that the term "topography" was used in the title of the paper are significant.
More interesting, perhaps, is J Grierson's medical topography of the Arakan, a paper read at the Medical and Physical Society in March 1825. Here, Grierson made clear links, not only between climate and disease, but between climate, health and human character. According to Grierson, sepoys raised in Upper Bengal were of little use in the dense jungles of Burma, and suffered even in the relative humidity of Lower Bengal, where most were usually stationed. By the same token, tribes indigenous to Arakan had become inured to the climate and were largely immune to its harmful effects. But life in such a climate had taken its toll: the country was in a "semi-barbarous" state and its inhabitants, like the Magh tribe, were "addicted 26The monogenist and polygenist positions are expounded respectively in John Hunter By the 1830s, it was fashionable to explain all manner of attributes, physical and otherwise, with the influence of climate. The high levels of sickness experienced by troops entering the Northem Circars in the Madras Presidency, when putting down a rebellion in 1834, led to the area being designated "unhealthy" for both Indians and Europeans. Assistant-Surgeon Wright of the 8th Regt. Madras Native Infantry observed that "[t]he original inhabitants of the hills are a diminutive race, with shaggy hair and stunted growth, and bear evidence as to the ungeniality of their natural clime". It came as no surprise to Wright-given the weakness induced by long residence in the Circars-that the rebellion had been staged by recent arrivals of the Ooria "caste"33. These men were equally uncivilized but, coming from the base of the hills and the valleys, were "brave" and "well-formed".34 These observations led Wright, like so many of his contemporaries, to the conclusion that each "race" could prosper only in a climate to which it had become habituated through birth or long residence. "It is ... a strange anomaly", he recorded, "that the hill inhabitants, when removed to any distance from the spot in which they have been born and acclimated, become subject to attacks of fever-although formerly exempt. They seem perfectly aware of this ... they only levy black mail in the villages, in their immediate vicinity, and seldom venture into the plains".35
On other occasions European medical men actually conferred with tribal peoples in an attempt to discover the principal causes of ill health in their locality.36 The indigenous inhabitants of forests sometimes attributed the incidence of fever-like Europeans-to the rapid decay of vegetation occurring in jungles and on the banks of rivers.37 Such beliefs also had a foundation in the medical texts of ancient India, which were being translated by "Orientalist" surgeons such as George Playfair, J F Growing consciousness of the physical limitations of British power, following the war in Burma, made the identification of "healthy" areas more urgent than ever. The surgeon T Jackson, writing in 1824 on the medical topography of Meerut, in the Himalayan foothills, concluded that it "would be a desirable place of residence for those old Indians [i.e. Anglo-Indians], who in their habits and constitution, by long residence, have become naturalized to this country, and estranged from their own".42 This is an interesting remark in more ways than one, since it is clear that Jackson still felt that some degree of acclimatization was possible for Europeans, even though medical opinion in India and the West Indies was beginning to doubt the adaptability of European bodies. Indeed, for Jackson, Britons long resident in India clearly had as much, if not more, in common with the subcontinent than their native land; a significant blurring of the boundary between European "Self' and Indian "Other".
Dane Kennedy has recently argued that the identification of healthy areas for the retirement or refuge of Europeans was accompanied by an idealization of the tribes which inhabited those areas, on much the same principles as the Magh and other hill tribes were vilified.43 A classic example is D S Young's medical topography of the Nilgiri Hills, which made great claims for the "tonic" effect of their climate on Europeans, and which identified the hills as an ideal site for colonization or the seasoning of troops;" a belief still widely held by many Anglo-Indian practitioners 38 Representations of India in British Medical Topography, 1820-c.1870
that over-indulgence in food and alcohol were often more potent in the production of disease than climate. He also attributed the "laxity" of the Brahmin caste to "their sedentary habits and the nature of their diet" rather than to climate alone.51
The following article-a medical topography of the Mahabaleshwar Hills by John Murray-was more typical in its emphasis on the effects of climate on the human constitution, particularly the "sanitative" influence of the hills, which he recommended for the convalescent. But even Murray acknowledged the limitations of such resorts: hill climates tended to aggravate liver complaints, while persons of "spare habit" and "phlegmatic temperament" were likely to benefit more than the "sanguine and plethoric". 52 During the middle of the 1830s medical topography received another spur, this time from Calcutta, which was facing sanitary problems akin to those of ports and new industrial towns in Britain. The initiative was taken by James Ranald Martin, the Presidency Surgeon of Bengal and the most renowned medical practitioner in the city.53 Martin called upon the Governor-General, Lord Auckland, to give his official blessing to the enterprise of medical topography, drawing attention to the many sanitary evils in Calcutta and the great savings in lives and money that would accrue if such dangers were identified. Martin had served in the Burma War and claimed that the absence of medical topographical reports had effectively destroyed the British-led force in Arakan. His appeal was endorsed by government and a call to all medical practitioners to compile topographical reports was made through the Transactions of the Medical and Physical Society.54 The appeal spawned a new wave of reports, many of which were more concerned with the man-made dangers of India than those of its natural environment; a significant change of emphasis, to which we shall return in a moment.
The sense of vulnerability which underlay early attempts at sanitary reform became increasingly apparent in the literature on colonization. Medical topographies written during the 1840s and 1850s tended to be more sceptical about the potential of hill stations than those of the 1830s, reflecting growing pessimism about acclimatization to tropical climates." In his book The Government ofIndia (1833), Sir John Malcolm, who had been resident in India for forty years, concluded that the offspring of white settlers could never be the equal of army recruits raised in Britain. He believed that the climate of India and "connexion with low ignorant women" would make settlers degenerate within a few generations. He also feared that they would eventually throw off the imperial yoke, much as British and Spanish colonists had done in the Americas. Writers like Thomson did not necessarily rule out all colonization but some AngloIndians were keenly aware of the physical boundaries to their existence in India. It was soon realized that hill stations were not the idyllic refuge some supposed them to be: the intensity of the sun's rays increased with altitude and with it the risk of sun-burn; moreover, the harmful effects of exposure to the sun were thought all the greater because the "tropical sun is more injurious than that of sun beyond the tropics".62 Such observations led James Murray to conclude that "the hill climates of India are very inferior to corresponding climates in the temperate zone. During the summer months, exposure to the direct influence of the noon-day sun is both unpleasant and prejudicial, while, at all seasons, prolonged exercise during the day in the open air-that great instrument of health-must necessarily be very limited".63 The thinner air of hill climates was thought to impair the health of those with chest complaints, nor did those with rheumatism, dysentery and "cerebral affections" stand to gain from removal to the hills; many hill stations were also notorious for 60Thomson, op. cit., note 58 above, p. 137. 61 Harrison, "'The Tender Frame of Man"', and Climates and Constitutions, note 22 above. Representations of India in British Medical Topography, 1820-c.1870 the prevalence of dysentery. According to Murray, frequent change of climate was beneficial only to those who enjoyed robust health to begin with.'4 But though many medical men were increasingly sceptical about the value of hill stations, the enterprise of medical topography showed no sign of flagging. It was still necessary to establish the relationship between various local factors and the incidence of disease, as well as to establish an area's commercial and botanical potential. Moreover, in the late 1850s and 1860s, a renewed sense of crisis gave an additional boost to medical topography, reawakening the desire to identify areas relatively favourable to Europeans. This impetus was provided by the Mutiny/ Rebellion of 1857-8, during which the effectiveness of the British force had been seriously undermined by disease. Some medical men, like the army surgeon Julius Jeffreys, speculated that the rebellion was deliberately timed to coincide with the hot season, when Europeans were at their most vulnerable. He called for a general improvement in the living conditions of soldiers in India, including the relocation of cantonments to healthy areas.65 Such precautions seemed all the more important since, following 1857, the proportion of British to Indian troops had been increased to 3 to 1. In the words of W C Roe, Assistant-Surgeon to the 89th Foot (a British regiment): The great influx of European troops to this country during the Mutiny ... and the probability that a large proportion of them will be retained for a considerable length of time, renders it a question of vital importance how they are to be maintained in a state of the greatest efficiency. That the climate of India is prejudicial to the constitutions of Europeans, and also that Europeans, when debilitated by the diseases and excessive heats of the plains, do, in most instances, derive very considerable benefit from residing at hill stations are facts that are well known and incontrovertible. I think the hill stations should be largely taken advantage of, and that all the troops not actually required on the plains should be located on the hills; in fact that the hill stations should be, not only sanatoria, but also large military depots, where recruits, lately arrived from England, would become acclimatised, and where the old soldier suffering from the effects of forced marches and harrowing duties, would find a restingplace that would soon restore its constitution to its former vigour.i
This was also the view of the Royal Commission established to investigate the sanitary state of the army in India. The Commission recommended that cantonments should be situated in accordance with the topographic principles laid down by one of its members, James Ranald Martin-who was now president of the new India Office Medical Board in London. Martin advocated that British troops should be sent in rotation to hill stations above 5,000 feet. But since this might possibly weaken the response to any future rebellion, the number of those garrisoned in the hills was to be limited to no more than one-third of the British force at any one time. In a similar response to that which followed the First Burma War, the Mutiny gave rise to a series of up-beat reports on the salubrity of various hill stations. Alexander Grant's medical topography of Murree compared the station's climate to that of "the most favoured portions of Europe" and shared the view, attributed to a Dr MacBeth, that it was, "the most eligible situation in India, for the formation of a large and permanent sanitary depot".7' Similarly John M'Clelland, writing on the medical topography of the North West Provinces, distinguished between the "fatal" climates of Lucknow and Cawnpore [locations closely identified with the Mutiny] and the more congenial ones of Fyzabad and the country beyond the Gogra.72 John Chesson displayed even greater enthusiasm for the climate of Panchgunny in the Mahableshwar Hills; a locale where "waxy faces, swollen abdomens, and enlarged spleens, are unknown", where the "melody of joy and mirth are heard in every dwelling, the old feel young, and the young feel 'on springs' .
Having grown out of the First Burma War, the enterprise of medical topography was sustained by the increasingly urgent-though, for some, illusory-search for Representations of India in British Medical Topography, 1820-c. 1870 areas congenial to Europeans; a search which was conducted with renewed vigour after the uprising of 1857. Medical topography was a project born of crisis, demonstrating that feelings of vulnerability and superiority were two sides of the same imperial coin. However, those engaged in mapping India did not necessarily draw rigid distinctions between Europe and its Indian "Other". Anglo-Indian medical topography was sufficiently nuanced to permit analogies between the more salubrious parts of India and those of the temperate homelands. The projection of moral and other characteristics upon the peoples inhabiting these different climatic zones also followed basic axioms that lay deep in European thought. The idea that "unhealthy" climates produced unwholesome races was an ancient one, evinced not only by Hippocrates, but in the work of Strabo and later authorities. Moreover, such ideas had been given new life in the eighteenth century in the political philosophy of Montesquieu, for example, and the natural philosophy of writers like Buffon.74 Indeed, the ethnology of Britain's "internal empire" was often indistinguishable from that ofthe British in India, where certain indigenous races were ascribed characteristics similar to Europeans. The same was true, of course, of the Indian landscape, which was understood in terms of analogies with Europe.7s It is also important to bear in mind that this topography was seen as unstable. The editor of the India Journal of Medical Science wrote in 1835 that "[i]t is well known to the [Anglo-] Indian practitioner, that stations for many years deemed healthy, for Europeans and Indian troops; all at once, as it were, and without obvious causes, assume a totally contrary character".76 The rigid and simplistic dichotomies which Said and some historians of India have claimed to find in "Orientalist" texts are rarely to be found in AngloIndian medical topographies.
If the British had taken a rigidly dichotomized view of East and West, portraying the former as essentially backward (a land dominated by imagination rather than reason) and the latter as inherently dynamic, it would have been difficult to allow for the possibility of progress in Indian society; or, at least, except under the continual guidance of the West. Such a possibility, however, was widely entertained and, while European images of India were formed so as to demonstrate the superiority of the West, and to vindicate colonial rule, the willing participation of the Indians was seen as essential to their "improvement". Permeating medical topography-which was nothing if not a discourse on the possibilities and potential of Indian lands-was the notion of a "Revival of the East". A revival initiated and guided by Europeans to be sure, but one in which Indians played an active and essential part. H H Goodeve, professor of medicine at the newly-established Calcutta Medical College, was not untypical among European medical men in believing that "the day will indeed come when the long lost reputation of the East shall once more be established, and her wisdom and learning shed their light on the earth".77 Science .80 Yet, at other times, he appears to be suggesting that certain "races" were incapable of improvement, and that vast tracts of India were effectively imprisoned by their climate. He contrasted the moral and physical laxity of urban Bengalis-which he attributed to their long exposure to Calcutta's humid climate-to that of the more robust up-country sepoy and the natives of Burma, whose fighting qualities had won the admiration of the British. "While in Ava", wrote Martin, "I was forcibly struck with the superior style of buildings amongst the natives, which ... constitute the best habitations for the poor I have ever seen in any country"..81 Such progress, according to Martin, was determined by climate; it being "the axiom of medical topography that a squalidlooking population invariably characterizes an unhealthy country".82 It was climate which enabled "the Hindoo to live heedless and slothful" and which forced "the native of Holland to be careful, laborious and attentive to excess".83
The soporific effects of India's climate continued to be invoked as a justification for British rule right up to independence, although, by that time, chiefly by lay In 1859, following the Report of the Royal Commission on the Sanitary State of the Army in India, very few members of the Anglo-Indian medical profession would have entertained the notion, expressed by R H A Hunter in 1835, that "[i]n this country, so far as our own observation has extended, there is no great fear of the production of miasmata from the crowding together of human bodies".87 The emphasis was very much on sanitation and intervention in the lives of the Indian people through sanitary legislation, vaccination against smallpox and education in public health. Indeed, given that mass education programmes in hygiene began in rural areas of India as early as 1870, it is interesting to speculate whether the peasantry of India was regarded as any less educable that of the United Kingdom. The Indian Medical Service officer H A D Phillips pointed out in 1888 that "[e]ven at the present day there are villages in England where sanitary arrangements shock the tourist, and sanitary education no more advanced than in a Bengal village".88 As this more interventionist sanitary perspective came to dominate Anglo-Indian medicine, so the influence attributed to the environment began to wane, and with it the raison d'etre of the traditional topographical report.89 By the 1 880s the enterprise of medical topography-which had itself become steadily more "sanitary" in emphasis-had been largely superseded by the reports compiled by municipal health officers and sanitary commissioners. Though often overwhelmed by the immensity of the task confronting them, medical and district officers (some Indians among 85 Harrison, "'The Tender Frame of Man"', note 22 above. Mark Harrison them) believed at least in the possibility of sanitary progress through legislation and education.' There was little sign in these utopian visions of sanitary progress, of the Orient as an "ideal and unchanging abstraction",,9' or of a vision of India which removed from its inhabitants the capacity to rule themselves.92 Indeed, the rhetoric of progress-first expressed as a critique of Indian society in the medical topographies of the 1830s-was, by the 1870s, being turned against the British, in criticisms of colonial sanitary policy made by Indian doctors and politicians.93
In this study of medical topography I have argued that European knowledge of India was more complex than is suggested by Edward Said and other critics of Orientalism. Ironically, the view of European knowledge advanced in these critiques is every bit as essentialist as the knowledge which they so expertly deconstruct. Orientalist scholars did, as Ronald Inden has claimed, imagine an India "kept eternally ancient by various Essences attributed to it",94 but such views, as Thomas Metcalf has pointed out, sat alongside those which allowed for India's progress and "civilization"; processes in which Indians were seen as active agents rather than passive recipients of Western knowledge. Comparatively few Europeans saw India as imprisoned forever by its past, its climate, or the "racial" attributes of its inhabitants. Indeed, the idea of "race", though increasingly apparent from the 1820s, was seldom clearly defined and was usually a socio-cultural as much as a physical category. Beneath the meta-language of race-a language relatively detached from the day-to-day experiences of colonial doctors and administrators-lay a racial discourse which was sometimes contradictory in that it allowed for comparisons as well as contrasts to be made between Europeans and "Asiatics". In acknowledging the diversity of racial characteristics within these more general classifications, AngloIndian medicine was true to its Hippocratic roots.
The instability and complexity of medical discourses on race and environment in India meant that boundaries between Western "Selves" and Indian "Others" were sometimes fluid-even after the Mutiny-as the persistence of acclimatization theory shows. Representations of India and its inhabitants also differed significantly over time. The idea that India was epidemiologically unique steadily diminished, and the sanitary discourse which had come to dominate by 1870 saw India as confronting essentially the same problems as the colonial metropole, and advocated similar-if not identical-solutions. The critique of Orientalism has paid insufficient attention to the changing nature of imperial discourses and to the pervading sense of insecurity which underlay Europe's thirst for knowledge of the East. Such knowledge was undeniably acquired for the purposes of command but it reflected profound feelings of vulnerability as well as European cultural superiority. The case of medical topography illustrates this very clearly: it was an enterprise which emerged from-and was sustained by-crises in imperial rule. Nor should we underestimate the extent ' 
